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presents a comprehensive narrative review of health literacy
research by Castro-Sa´nchez et al. that has been undertaken across
conditions and countries. Health literacy is a relatively new
concept in medicine and, for many, has some immediate appeal.
The term was coined by Simonds in the 1970s, who argued the case
for school health education, with the intention that pupils would
not only be educated in the customary curriculum subjects, but
might become as ‘literate’ in health as they were, for example, in
history and science.1 The concept has since broadened, and is
deﬁned by the World Health Organization (WHO) as ‘‘the cognitive
and social skills which determine the motivation and ability of
individuals to gain access to, understand and use information in
ways which promote and maintain good health’’.2
Despite the ever-increasing precision of modern healthcare,
and an expanding range of products and procedures, there are
patient, clinician, and system factors that mitigate effective
treatment outcomes. Even when medicines have demonstrated
the potential for 100% cure rates, treatment failure is common. If
members of the community cannot or choose not to ﬁnd or use
medicines and services, curative treatment cannot take place. If
communities engage in unsafe sanitation practices or are unaware
of, or refuse effective prevention opportunities (e.g., screening or
vaccination), medical services will be unable to deliver the promise
of modern medicine. While these gaps in healthcare may pertain to
patient-related factors such as not understanding the value of care
or not being able to follow medicine regimens, they may also relate
to how healthcare options are presented to patients, families, and
communities. If healthcare is not presented in a way that gives
patients a fair chance of understanding the value of treatment, or
the clinical environment generates mistrust or fear, this not only
impacts upon patient adherence to treatment, but also indicates
that key aspects of care are of poor quality. The way in which
health services make their information, environments, resources,
and supports available and accessible to the people they serve can
be termed health literacy responsiveness.3
The persistent widespread and inappropriate use of antibiotics
is the result of regulatory failures, ill-informed or negligent
practice by healthcare workers, and inappropriate demands from
healthcare consumers. What will it take to slow the speed at which
new antibiotics are met with resistant pathogens? Clearly, stronger
legislation and quality improvement across supply chains, as well
as practitioner training will help, but the routinization of consumer
demand and the economic rewards received by practitioners forhttp://dx.doi.org/10.1016/j.ijid.2015.12.012
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license (http://creativecommons.org/licenses/by-nc-nd/4.0/).meeting these demands in many countries mitigate against the
judicious use of these medicines. The demand for antibiotics for
self-limiting viral infections should be a rare occurrence. Consumer
demand for clearly inappropriate medicines is a health literacy
problem.
For other conditions there is widespread under-utilization or
inappropriate utilization of medicines. Late presentation for
tuberculosis (TB), HIV, hepatitis C, etc. is a heath literacy problem,
even in settings where service availability as a barrier is removed,
such as Thailand.4 Lack of adherence and discontinuation of
curative treatment for these conditions are also partly a health
literacy problem. In seeking to meet the ambitious goals that have
been set under the Sustainable Development Goals 2015, the
Global Plan to End TB 2016–2020 not only proposes ambitious
goals for treatment – ‘‘reach 90% of all people who need TB
treatment, including 90% of people in key populations, and achieve
at least 90% treatment success’’5 – but also highlights the need for
signiﬁcant progress in implementing universal access to health-
care. These goals will never be achieved without a sophisticated
understanding of the variation in health literacy needs that exists
within and across diverse communities. Effective processes are
needed in order to reach and inform people with different health
literacy levels of the risks of inadequate treatment such that they
are able to reconcile modern medicine with local customs, feel
empowered to seek treatment early, and persist until cure. Indeed,
whenever we seek to seriously address health equity and pursue
any targets that are universal, we are required to understand the
cognitive repertoire, social inﬂuences, and beliefs of the diverse
communities that we must reach.
The recent Ebola crisis is also a graphic example of the need to
understand and then rapidly respond to the health literacy of a
community. Authorities such as the WHO, regional health
authorities, and frontline health workers all need to have at their
ﬁngertips data on the health literacy of infected and at-risk
community members. Data that inform the efﬁcient development
and implementation of pre- and post-treatment education
programmes need to be available. What will it take to enable a
village, region or country to become ‘Ebola-ready’?
Castro-Sa´nchez and colleagues attempt to summarize a
disparate literature, which, overall, provides hints of the size of
the problem and some indications of potential solutions. Across
developed and developing countries, the elements of health
literacy, as shown in Figure 1, include being able to speak the
local language (or the language of health authorities), havingciety for Infectious Diseases. This is an open access article under the CC BY-NC-ND
Figure 1. Inclusive health literacy framework. Source: Osborne RH, Beauchamp A.
Optimising Health Literacy, Equity and Access (Ophelia). In: Schaeffer D, Pelikan J,
Kickbusch I, editors. Health literacy: research status und perspectives. Bern: Hans
Huber; 2015.
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range of higher order abilities around navigation, critical appraisal,
and empowerment. Even in cases where people have all of these
elements, if they live in poverty or under threat, their focus will be
on day-to-day survival and health will be less of a priority.
Furthermore, in many settings, local customs, religious beliefs, and
a wide range of other factors can inﬂuence the health literacy
capability and behaviour of individuals; for example, burial rituals
of local tribes people in Sierra Leone, stigma associated with having
TB in Indonesia, and even the potential for stigma of informed
families embedded in anti-vaccination communities.
Much of the research to date has employed a limited range of
health literacy assessment tools, most of which only capture
reading and numeracy abilities. The WHO deﬁnition and the
inclusive health literacy framework (Figure 1) highlight that health
literacy is much more than reading, writing, and numeracy skills. A
more important limitation, however, might be the focus on the
health literacy of individuals while failing to recognize the lifetimeof social interactions – daily conversations and decisions – that
shape a person’s understandings and beliefs related to health and
health services.
The WHO South East Asia Ofﬁce recently produced a health
literacy toolkit for low- and middle-income countries (LMICs) that
outlines a much wider range of independent and action-orientated
health literacy indicators.3 This toolkit will be a starting point for
many researchers, not only in LMICs but also in high-income
countries where immigrant and refugee health is consuming much
attention.
Conﬂict of interest:
None
References
1. Simonds SK. Health education as social policy. Health Educ Monogr 1974;2:1–25.
2. Nutbeam D. Health promotion glossary. Health Promot 1986;1:113–27.
3. Dodson S, Good S, Osborne RH. Health literacy toolkit for low and middle-income
countries: a series of information sheets to empower communities and strength-
en health systems. New Delhi: World Health Organization, Regional Ofﬁce for
South-East Asia; 2015.
4. Manosuthi W, Kawkitinarong K, Suwanpimolku G, Chokbumrungsuk C, Jirawat-
tanapisal T, Ruxrungtham K, Akksilp S. Clinical characteristics and treatment
outcomes among patients with tuberculosis in Bangkok and Nonthaburi,
Thailand. Southeast Asian J Trop Med Public Health 2012;43:1426–36.
5. Stop TB Partnership. The paradigm shift 2016–2020, Global Plan to End TB.
Geneva Switzerland: United Nations Ofﬁce for Project Services, UNOPS; 2015.
Richard H. Osborne*
Alison Beauchamp
Roy Batterham
Centre for Population Health Research, School of Health and Social
Development, Deakin University, Geelong, Australia
*Corresponding author. Tel.: +61 3 9244 6455.
E-mail address: rihcard.osborne@deakin.edu.au (R.H. Osborne).
Received 21 December 2015
Accepted 21 December 2015
